OBJECTIVE: To show the preoperative imaging strategies guiding the operative management of deep endometriosis compromising the retrocervical region, the vagina, the bowel, the ureters, the nerves and the bladder based on a case of a patient with multifocal lesions. DESCRIPTION: We present the case of a 26-year-old woman with severe dysmenorrhea, cyclic dyschezia, and dysuria since 14-year-old, gynecological examination revealed fibrotic nodule in the rectovaginal septum. Ultrasound with bowel preparation (rectal enema one hour before the examination) and nuclear magnetic resonance suggested deep endometriosis lesions on left pararectal region toward the pelvic floor infiltrating the inferior hypogastric plexus and near the sacral roots; retrocervical lesion with more than 3 cm; lesion on the posterior vaginal fornix measuring 3.5 Â 0.7 Â 2.3 cm; bladder endometriosis with 1.7 Â 1.2 Â 1.6 cm with detrusor muscle infiltration and a rectosigmoid lesion with 3.5 Â 1.0 Â 1.8 cm.
Laparoscopy was performed guided by pre-operative imaging examinations. Opening of the retroperitoneum and the mesosigmoid followed by the identification of the ureters and the left inferior hypogastric plexus. Rectosigmoidectomy using linear staple ring applied on distal area affected by the disease, excision of lesion exteriorizing the divided bowel, the circular stapler is then introduced through the anus and connected to the ogive, and the stapler is activated to form the end to end anastomosis. Vagina and bladder lesion are excised and repaired with suture. CONCLUSION: Preoperative imaging examinations consist on a great strategy to completely remove and treat the disease.
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